Phlebectasia is a dilation of a vein. Jugular vein phlebectasia can occur in any part of the jugular venous system. It is an uncommon cause of cervical swelling in children. We report a rare case of bilateral internal jugular vein phlebectasia presenting as bilateral neck swelling in a child. We also review the literature on the clinical features of this entity and the diff erential diagnosis, methods of imaging, and treatment.
Introduction
Jugular vein phlebectasia is a dilation without tortuosity of one or more of the vessels in the jugular venous system. [1] [2] [3] [4] [5] A phlebectasia diff ers from a varix in that the course of the latter is tortuous. Jugular vein phlebectasia can manifest as a fusiform dilation of any part of the system, including the external, internal, and anterior jugular veins and the posterior facial veins. 1, 6 Th e most common of these sites is the internal jugular vein (IJV). 6, 7 Jugular vein phlebectasia is rare in children. 2 Cases of bilateral jugular vein phlebectasia are also rare, as are cases presenting as bilateral neck swelling. Our review of the English-language literature found very few cases of bilateral IJV phlebectasia appearing as bilateral neck swelling in a child. 5, 7, 8 We report a new case, and we discuss the clinical features, diff erential diagnosis, methods of imaging, and treatment of jugular vein phlebectasia.
Case report A 14-year-old boy presented with soft , painless, bilateral neck swelling that appeared during straining. Th e swelling on the right side had fi rst appeared 9 years earlier, and the left -sided mass had emerged 4 years aft er that. No associated fever, neck discharge, or pressure eff ects were present, and the patient had no history of relevant trauma, weight loss, or infection.
On examination with the patient in a relaxed state, no visible mass was seen in the neck (fi gure 1, A). However, on performance of the Valsalva maneuver, soft , compressible bilateral swellings appeared medial to the anterior borders of the sternocleidomastoid muscles (fi gure 1, B). Th e masses were smooth with regular margins, and they measured 4 × 5 cm on the right and 3 × 4 cm on the left . Auscultation of the masses was negative. Ultrasonography revealed that the size of the right IJV was 0.11 × 0.7 cm at rest, but its size increased to 4.5 × 2.7 cm along a 6-cm segment during the Valsalva maneuver (fi gure 2). A similar enlargement on straining was seen in the left IJV. Color Doppler fl ow imaging demonstrated turbulent vascular fl ow in both enlarged veins.
Because the patient had neither bothersome symptoms nor cosmetic complaints, no treatment was undertaken. At 2 years of follow-up, no change in his condition was observed.
Discussion
Jugular vein phlebectasia has been known by a variety of names, including congenital venous cyst, venous aneurysm, veinome du cou, jugular venous ectasia, and jugular venous dilatation. 1 Its etiology is unclear. Possible causes include a gross anatomic venous abnormality, a mechanical compression of or trauma to the vein, and a congenital structural defect in the vein wall. 5, 9, 10 Clinically, jugular vein phlebectasia appears as a round or fusiform mass with a regular contour. Th ese masses are mobile, and they do not modify the overlying skin. 8 Th e most important characteristic of IJV phlebectasia is enlargement during the Valsalva maneuver and a return to normal at rest. 5 Although most jugular vein phlebectasias are asymptomatic, some children have complained of slight discomfort during deglutition, hoarseness in phonation, and a feeling of a cervical foreign body. 11 Most cases of IJV phlebectasia are unilateral, with the right side being aff ected more oft en than the left by a ratio of approximately 5:1. 5, 6, 8, 12 It has been suggested that the anatomic relationship of the right IJV to the cupula of the lung and the head of the clavicle may lead to a transient compression of the vein when the lung is infl ated. Th e vein on the left side is more medially situated and not as subject to this possible compression. Th is might explain the higher incidence of jugular vein phlebectasia on the right side. 1 Once jugular vein phlebectasia is suspected clinically, the diagnosis can be confi rmed by ultrasonography or color Doppler fl ow imaging. 5,7-9 Ultrasonography accurately defi nes the extent of a lesion and its relationship to the surrounding structures in the neck. 7, 8, 12 Color Doppler fl ow imaging demonstrates the turbulent fl ow in the aff ected vein. 8, 12 Other methods of diagnosing phlebectasia have included retrograde venography and direct cervical venous puncture, but both techniques have been associated with complications. 1, 7 Computed tomography and angiography have been used to defi ne the disease. 1, 8 Magnetic resonance imaging can also demonstrate the lesion, but it is not normally needed. Other diagnostic modalities include xeroradiography and nuclear scintigraphy. 8, 12 Jugular vein phlebectasia should be distinguished from other neck masses. 13 Th e diff erential diagnosis of a neck mass in a child includes parapharyngeal cyst, branchial cyst, thyroglossal cyst, pharyngocele, cystic hygroma, and retention cyst. 14 A failure of a lesion to transilluminate makes cystic hygroma and other cystic tumors unlikely. 1 Th e soft consistency of the masses in jugular vein phlebectasia eliminates solid tumors from consideration. 1 Th e general well-being of patients with jugular vein phlebectasia is inconsistent with a chronic infl ammatory process, and the absence of pulsations and bruits makes an aneurysm, arteriovenous malformation, or vascular tumor unlikely. 1, 5, 9, 14 Th e smooth surface of the dilated vein is easily diff erentiated from a hemangioma. 5 Superior mediastinal masses and laryngoceles, which also enlarge during the Valsalva maneuver, can be ruled out of the diff erential diagnosis upon observation of the presence of mediastinal widening and the presence of air in the mass, respectively, on plain x-ray. 2, 14 Conservative management is generally recommended, but surgery may be appropriate in cases of phlebitis, thrombus formation, rupture of the lesion, or cosmetic deformity. 15, 16 In cases of bilateral jugular vein phlebectasia, surgical excision would be hazardous, with a high risk of cerebral edema and its consequences. 7 
